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�      He�lth Benefit Summ�ry

Information About Your CalPERS Health Benefits

About the Health Benefit Summary 
This Health Benefit Summary booklet summarizes benefits offered by CalPERS 
Health Maintenance Organization (HMO), Exclusive Provider Organizations 
(EPO), and Preferred Provider Organization (PPO) plans . It is intended to help you 
choose the CalPERS health plan that best meets your needs . 

This summary provides only a general overview of benefits . It does not include 
details of all covered expenses or exclusions and limitations . Please refer to each 
plan’s Evidence of Coverage (EOC) booklet for the exact terms and conditions of 
coverage . Plans mail EOCs to current members before Open Enrollment, to new 
members at the beginning of the year, and to CalPERS members upon request . In 
case of a conflict between this summary and your plan’s EOC, the EOC booklet 
determines the benefits that will be provided . Note: Some health plans require 
binding arbitration to resolve disputes . Please refer to the CalPERS Health Program 
Guide for more information .

This booklet is to be used only in conjunction with the current year rate schedule . 
To obtain an additional copy of the rate schedule for the health plan in which you 
are currently enrolled, please contact CalPERS at 888 CalPERS (or 888-225-7377) .

Understanding Health Plan Availability
In this booklet, you will find a chart that indicates which CalPERS health plans are 
available in each California county, as well as out-of-state (see pages 28-29) .

In general, active employees and working CalPERS retirees may enroll in a health 
plan using either their home or work ZIP Code . (The exception to this rule applies 
to members enrolling in Kaiser Permanente Senior Advantage, who must use only 
their residential ZIP Code .) If you are using your home ZIP Code, all enrolled 
dependents must live in the health plan’s service area . If you use your work ZIP 
Code, all enrolled dependents must receive all covered services (except emergency 
and urgent care) within the health plan’s service area, even if they do not live in that 
service area .

If you are a retired CalPERS member, you may select any plan in your residential 
ZIP Code area . Retirees cannot use the address of the employer from which they 
retired to establish ZIP Code eligibility unless it is a non-CalPERS covered employer .

Choosing a Health Plan
When you choose a health plan, be sure to review the plan’s covered and non-
covered services, and the restrictions on your choice of providers . In addition to the 
information in this booklet, we have several other resources available to assist you in 
making your health plan choice, including the Health Plan Chooser tool and the 
Health Plan Search by ZIP Code locator tool . Both of these resources are available 
on the CalPERS Web site at www.calpers.ca.gov .
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Benefit Design Changes for 2008

Basic HMO Plans Offer Free Preventive Care
If you are enrolled in one of CalPERS Basic HMO health plans (Blue Shield of 
California or Kaiser Permanente) next year, you will have no co-payment for most 
preventive care office visits . We hope this encourages you to take advantage of the 
preventive care services our health plans offer, including periodic health exams, 
maternity care, well baby visits, allergy testing and treatment, immunizations, 
hearing evaluations, and pre/post-natal care . Again, most of these services will be  
free for Basic HMO members in 2008 .

New Plans Provide Additional Opportunities to Save
You might be able to save on your health care premium next year by enrolling in one 
of the new “high performance network” plan options – Blue Shield NetValue (HMO) 
and PERS Select (PPO) . These plans will provide the same level of benefits and 
quality of care, but they will cost less than the standard Blue Shield Access+ and 
PERS Choice plans . NetValue will be available in 17 counties, and PERS Select in 
54 counties . If you don’t live in one of these counties, perhaps you work in one . In 
that case, you may be able to enroll in one of these lower cost plan options based on 
your work Zip Code . (See “Understanding Health Plan Availability” section on page 2 .)

How These Changes Could Save Money and Enhance Benefits
To illustrate the value of these benefit design changes, let’s use the example of  
a State member who currently has health coverage for herself and her family  
(husband, 4-year old child, and a baby on the way) through Blue Shield . 

If this member transfers from the standard Blue Shield HMO family plan to Blue 
Shield NetValue (high performance network), she will save more than $1,500 in 
premiums in 2008 . She can use this savings to pay for additional health care services 
for her family, such as co-payments for 20 doctor’s office visits for non-preventive 
care, 12 retail generic drug prescriptions, 12 retail brand prescriptions, 4 mail-order 
brand prescriptions, 4 mail-order non-formulary prescriptions, 12 urgent care visits, 
and 3 emergency room visits (without being admitted) – and still keep an extra  
$265 in her pocket . 

On top of that, she and her family members will receive free preventive care services, 
as outlined above . 

Other Co-payment Changes
In addition to waiving the co-payment for most preventive care office visits and 
adding two new plan options, here are the other changes that will be in place for  
our Basic HMO health plans in 2008:

• Non-preventive care office visit co-pays increased by $5 (from $10 to $15)
• Co-pays for urgent care standardized to $15 (currently $25 for Blue Shield,  

and $10 for Kaiser)
• Annual out-of-pocket maximum created for Blue Shield – $1,500 for an 

individual and $3,000 for a family, excluding pharmacy (Kaiser already has  
these maximums in effect .)
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CalPERS Basic Health Care Plans Benefits and Co-pay and/or Benefit Limits
 

HMO B�sic Pl�ns PPO B�sic Pl�ns

Benefits
K�iser  

Perm�nente
Blue Shield 

Access+ HMO
Blue Shield  

EPO
Blue Shield

NetV�lue HMO
CCPOA

Association Plan
PERS Select PERS Choice PERSC�re CAHP Association Plan PORAC Association Plan

PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO

C�lend�r Ye�r Deductible

Individu�l

N/A N/A

$�00 $600

F�mily $900 $1,800

M�ximum C�lend�r Ye�r Co-p�y (excluding ph�rm�cy)

Individu�l $�,000

N/A

$�,000

N/A

$�,000

N/A

$�,000

N/A

$�,000

F�mily
$�,000 $�,000 $�,000 $�,000 $�,500

$6,000 $6,000 $�,000 $�,000 $6,000

Lifetime M�ximum Benefit

N/A $�,000,000/individu�l $�,000,000/individu�l N/A $�,000,000 N/A

Hospit�l Admission Deductible

Per Admission N/A N/A N/A $�50 N/A N/A

Hospit�l

Inp�tient $100/�dmission

�0% �0% �0% �0% 10% �0% 10%

V�ries 
(see EOC)

10% 10% �

Outp�tient F�cility Services $15 �0%

Outp�tient Surgery $15 No Charge No Charge No Charge $50 �0%

Emergency Room Deductible 

N/A

Emergency Services

Emergency $75 �0% �0% 10%
$50 + 10%

(co-p�y 
reduced to $�5 
if �dmitted on 
�n inp�tient 

b�sis)

$50 + 10%
(co-p�y 

reduced to $�5 
if �dmitted on 
�n inp�tient 

b�sis)

10%

Non-emergency N/A �0% �0% �0% �0% 10% �0%

$50 + �0%
(co-p�y 

reduced to $�5 
if �dmitted on 
�n inp�tient 

b�sis)

50%
(for non-emergency 

services provided by hospit�l 
emergency room)

Ambul�nce Services

No Charge �0%

$1,500
(see EOC for other items not counted tow�rd co-p�y m�x limit)

(see EOC for other items not counted tow�rd co-p�y m�x limit)

No Charge

No Charge

$50
(co-p�y w�ived if �dmitted �s �n inp�tient 

or for observ�tion �s �n outp�tient)



    5

CalPERS Basic Health Care Plans Benefits and Co-pay and/or Benefit Limits
 

HMO B�sic Pl�ns PPO B�sic Pl�ns

Benefits
K�iser  

Perm�nente
Blue Shield 

Access+ HMO
Blue Shield  

EPO
Blue Shield

NetV�lue HMO
CCPOA

Association Plan
PERS Select PERS Choice PERSC�re CAHP Association Plan PORAC Association Plan

PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO

C�lend�r Ye�r Deductible

Individu�l

N/A N/A

$�00 $600

F�mily $900 $1,800

M�ximum C�lend�r Ye�r Co-p�y (excluding ph�rm�cy)

Individu�l $�,000

N/A

$�,000

N/A

$�,000

N/A

$�,000

N/A

$�,000

F�mily
$�,000 $�,000 $�,000 $�,000 $�,500

$6,000 $6,000 $�,000 $�,000 $6,000

Lifetime M�ximum Benefit

N/A $�,000,000/individu�l $�,000,000/individu�l N/A $�,000,000 N/A

Hospit�l Admission Deductible

Per Admission N/A N/A N/A $�50 N/A N/A

Hospit�l

Inp�tient $100/�dmission

�0% �0% �0% �0% 10% �0% 10%

V�ries 
(see EOC)

10% 10% �

Outp�tient F�cility Services $15 �0%

Outp�tient Surgery $15 No Charge No Charge No Charge $50 �0%

Emergency Room Deductible 

N/A

Emergency Services

Emergency $75 �0% �0% 10%
$50 + 10%

(co-p�y 
reduced to $�5 
if �dmitted on 
�n inp�tient 

b�sis)

$50 + 10%
(co-p�y 

reduced to $�5 
if �dmitted on 
�n inp�tient 

b�sis)

10%

Non-emergency N/A �0% �0% �0% �0% 10% �0%

$50 + �0%
(co-p�y 

reduced to $�5 
if �dmitted on 
�n inp�tient 

b�sis)

50%
(for non-emergency 

services provided by hospit�l 
emergency room)

Ambul�nce Services

No Charge �0%

$500
(not tr�nsfer�ble between pl�ns)

$1,000
(not tr�nsfer�ble between pl�ns)

N/A
$50

(�pplies to hospit�l emergency room ch�rges only;
deductible w�ived if �dmitted �s �n inp�tient or for observ�tion �s �n outp�tient)

Note: All footnotes are located at the end of chart.



6  

HMO B�sic Pl�ns PPO B�sic Pl�ns

Benefits
K�iser  

Perm�nente
Blue Shield 

Access+ HMO
Blue Shield  

EPO
Blue Shield

NetV�lue HMO
CCPOA

Association Plan
PERS Select PERS Choice PERSC�re CAHP Association Plan PORAC Association Plan

PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO

Physici�n Services

Office Visits
(more than one co-pay may apply during an  
office visit if multiple services are provided)

$15 $�0 1 �0% $�0 � �0% $�0 � �0% $15 �0%

$�0 
(deductible 
does not 
�pply)

10% �

Inp�tient Hospit�l Visits No Charge �0% 1 �0% �0% � �0% 10% � �0% 10% �0% 10% 10% �

Outp�tient Hospit�l Visits $15
(outp�tient surgery)

$�0 1 �0% $�0 � �0% $�0 � �0% 10% �0% 10% 10% �

Urgent C�re Visits $�5 $�0 �0% $�0 �0% $�0 �0% $15 �0%
$�0

(deductible 
does not �pply)

10% �

Periodic He�lth Ex�m/Preventive C�re No Charge
(for physic�l ex�m) 

No Charge $15 

No Charge 
(not subject 

to the 
c�lend�r ye�r 

deductible 
when services 
�re obt�ined 

from � 
preferred 
provider) 1

�0%

No Charge 
(not subject 

to the 
c�lend�r ye�r 

deductible 
when services 
�re obt�ined 

from � 
preferred 
provider) �

�0%

No Charge 
(not subject 

to the 
c�lend�r ye�r 

deductible 
when services 
�re obt�ined 

from � 
preferred 
provider) �

�0% No Charge
($�00/ye�r m�x)

No Charge
(up to PPO 

�nd Non-PPO 
combined m�x 
of $500/ye�r 
for �ge 7 �nd 

over)

No Charge 3

(up to PPO 
�nd Non-PPO 

combined m�x 
of $500/ye�r 
for �ge 7 �nd 

over)

Gynecologic�l Ex�m
$15

(No Charge 
for well wom�n)

No Charge $15

No Charge 
(not subject 

to the 
c�lend�r ye�r 

deductible 
when services 
�re obt�ined 

from � 
preferred 
provider) 1

�0%

No Charge 
(not subject 

to the 
c�lend�r ye�r 

deductible 
when services 
�re obt�ined 

from � 
preferred 
provider) �

�0%

No Charge 
(not subject 

to the 
c�lend�r ye�r 

deductible 
when services 
�re obt�ined 

from � 
preferred 
provider) �

�0% 10% �0%

No Charge
(up to PPO 

�nd Non-PPO 
combined m�x 

$500/ye�r)

No Charge 3

(up to PPO 
�nd Non-PPO 

combined m�x 
$500/ye�r)

Immuniz�tion/Inocul�tion No Charge

No Charge 
(not subject 

to the 
c�lend�r ye�r 

deductible 
when services 
�re obt�ined 

from � 
preferred 
provider) 1

�0%

No Charge 
(not subject 

to the 
c�lend�r ye�r 

deductible 
when services 
�re obt�ined 

from � 
preferred 
provider) �

�0%

No Charge 
(not subject 

to the 
c�lend�r ye�r 

deductible 
when services 
�re obt�ined 

from � 
preferred 
provider) �

�0% No Charge
($�00/ye�r m�x)

No Charge
(included in well b�by/ 

well child)

Well B�by C�re $15 

No Charge 
(not subject 

to the 
c�lend�r ye�r 

deductible 
when services 
�re obt�ined 

from � 
preferred 
provider) 1

�0%

No Charge 
(not subject 

to the 
c�lend�r ye�r 

deductible 
when services 
�re obt�ined 

from � 
preferred 
provider) �

�0%

No Charge 
(not subject 

to the 
c�lend�r ye�r 

deductible 
when services 
�re obt�ined 

from � 
preferred 
provider) �

�0% No Charge
(for children under �ge 7)

No Charge
(up to PPO 

�nd Non-PPO 
combined m�x 

$500/ye�r 
for �ge 7 �nd 

over)

No Charge 3

(up to PPO 
�nd Non-PPO 

combined m�x 
$500/ye�r 

for �ge 7 �nd 
over)

Pregn�ncy & M�ternity C�re
(includes pre-natal and post-natal care visits)

$15 �0% 1 �0% �0% � �0% 10% � �0% 10% �0% 10% 10% �

$15

No Charge

No Charge

No Charge
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HMO B�sic Pl�ns PPO B�sic Pl�ns

Benefits
K�iser  

Perm�nente
Blue Shield 

Access+ HMO
Blue Shield  

EPO
Blue Shield

NetV�lue HMO
CCPOA

Association Plan
PERS Select PERS Choice PERSC�re CAHP Association Plan PORAC Association Plan

PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO

Physici�n Services

Office Visits
(more than one co-pay may apply during an  
office visit if multiple services are provided)

$15 $�0 1 �0% $�0 � �0% $�0 � �0% $15 �0%

$�0 
(deductible 
does not 
�pply)

10% �

Inp�tient Hospit�l Visits No Charge �0% 1 �0% �0% � �0% 10% � �0% 10% �0% 10% 10% �

Outp�tient Hospit�l Visits $15
(outp�tient surgery)

$�0 1 �0% $�0 � �0% $�0 � �0% 10% �0% 10% 10% �

Urgent C�re Visits $�5 $�0 �0% $�0 �0% $�0 �0% $15 �0%
$�0

(deductible 
does not �pply)

10% �

Periodic He�lth Ex�m/Preventive C�re No Charge
(for physic�l ex�m) 

No Charge $15 

No Charge 
(not subject 

to the 
c�lend�r ye�r 

deductible 
when services 
�re obt�ined 

from � 
preferred 
provider) 1

�0%

No Charge 
(not subject 

to the 
c�lend�r ye�r 

deductible 
when services 
�re obt�ined 

from � 
preferred 
provider) �

�0%

No Charge 
(not subject 

to the 
c�lend�r ye�r 

deductible 
when services 
�re obt�ined 

from � 
preferred 
provider) �

�0% No Charge
($�00/ye�r m�x)

No Charge
(up to PPO 

�nd Non-PPO 
combined m�x 
of $500/ye�r 
for �ge 7 �nd 

over)

No Charge 3

(up to PPO 
�nd Non-PPO 

combined m�x 
of $500/ye�r 
for �ge 7 �nd 

over)

Gynecologic�l Ex�m
$15

(No Charge 
for well wom�n)

No Charge $15

No Charge 
(not subject 

to the 
c�lend�r ye�r 

deductible 
when services 
�re obt�ined 

from � 
preferred 
provider) 1

�0%

No Charge 
(not subject 

to the 
c�lend�r ye�r 

deductible 
when services 
�re obt�ined 

from � 
preferred 
provider) �

�0%

No Charge 
(not subject 

to the 
c�lend�r ye�r 

deductible 
when services 
�re obt�ined 

from � 
preferred 
provider) �

�0% 10% �0%

No Charge
(up to PPO 

�nd Non-PPO 
combined m�x 

$500/ye�r)

No Charge 3

(up to PPO 
�nd Non-PPO 

combined m�x 
$500/ye�r)

Immuniz�tion/Inocul�tion No Charge

No Charge 
(not subject 

to the 
c�lend�r ye�r 

deductible 
when services 
�re obt�ined 

from � 
preferred 
provider) 1

�0%

No Charge 
(not subject 

to the 
c�lend�r ye�r 

deductible 
when services 
�re obt�ined 

from � 
preferred 
provider) �

�0%

No Charge 
(not subject 

to the 
c�lend�r ye�r 

deductible 
when services 
�re obt�ined 

from � 
preferred 
provider) �

�0% No Charge
($�00/ye�r m�x)

No Charge
(included in well b�by/ 

well child)

Well B�by C�re $15 

No Charge 
(not subject 

to the 
c�lend�r ye�r 

deductible 
when services 
�re obt�ined 

from � 
preferred 
provider) 1

�0%

No Charge 
(not subject 

to the 
c�lend�r ye�r 

deductible 
when services 
�re obt�ined 

from � 
preferred 
provider) �

�0%

No Charge 
(not subject 

to the 
c�lend�r ye�r 

deductible 
when services 
�re obt�ined 

from � 
preferred 
provider) �

�0% No Charge
(for children under �ge 7)

No Charge
(up to PPO 

�nd Non-PPO 
combined m�x 

$500/ye�r 
for �ge 7 �nd 

over)

No Charge 3

(up to PPO 
�nd Non-PPO 

combined m�x 
$500/ye�r 

for �ge 7 �nd 
over)

Pregn�ncy & M�ternity C�re
(includes pre-natal and post-natal care visits)

$15 �0% 1 �0% �0% � �0% 10% � �0% 10% �0% 10% 10% �
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HMO B�sic Pl�ns PPO B�sic Pl�ns

Benefits
K�iser  

Perm�nente
Blue Shield 

Access+ HMO
Blue Shield  

EPO
Blue Shield

NetV�lue HMO
CCPOA

Association Plan
PERS Select PERS Choice PERSC�re CAHP Association Plan PORAC Association Plan

PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO

Physici�n Services (continued)

Allergy Testing $15 No Charge $15 �0% 1 �0% �0% � �0% 10% � �0% 10% �0% 10% 10% �

Allergy Tre�tment No Charge
(for �llergy injections)

No Charge $15 �0% 1 �0% �0% � �0% 10% � �0% 10% �0% 10% 10% �

Vision Ex�m (Refr�ction) $15

$15
(v�ries by pl�n for 
�ge 18 �nd over 

�nd m�y be limited 
to one visit/c�lend�r 

ye�r)  

Not Covered

He�ring Ex�m/Screening $15 �0% 1 �0% �0% � �0% 10% � �0%
10%

($�00 m�x/ 
�6 months)

�0%
($�00 m�x/ 
�6 months)

�0%
(deductible 
does not 

�pply; $50/
ex�m m�x 

with he�ring 
�id purch�se)

�0% �

(deductible 
does not 

�pply; $50/
ex�m m�x 

with he�ring 
�id purch�se)

Surgery/Anesthesi�

No Charge
for inp�tient;

$15  
for outp�tient

�0% 1 �0% �0% � �0% 10% � �0% 10% �0% 10% 10% �

Di�gnostic X-R�y/L�b

No Charge
(some procedures  

m�y require 
� co-p�y)

�0% �0% �0% �0% 10% �0% 10% �0% 10% 10% �

Prescription Drugs

Deductible

Br�nd 
Formul�ry: $50

(not to exceed 
$150/f�mily/

c�lend�r ye�r)

N/A

Ret�il Ph�rm�cy

Generic: $5
(up to 100-d�y supply)

Br�nd: $15
(up to 100-d�y supply 
[�0-d�y supply for 

cert�in drugs])

Generic: $10 
Br�nd 

Formul�ry: $�5 
Non-Formul�ry: 

$50
(not to exceed  
�0-d�y supply)

Generic: $5 
Br�nd Formul�ry: $�0 
Non-Formul�ry: $�5

Generic: $10 
Br�nd 

Formul�ry: 
$�5 
Non-

Formul�ry: 
$�5

Compound: 
$�5

Generic: $10 
Br�nd 

Formul�ry: 
$�5 
Non-

Formul�ry: 
$�5

Compound: 
Not Covered

(see EOC)

Medic�l Necessity/P�rti�l W�iver

Generic: $5
(up to 100-d�y supply)

Br�nd: $15
(up to 100-d�y supply 
[�0-d�y supply for 

cert�in drugs])

N/A $�0 N/A N/A

No Charge
(v�ries by pl�n for �ge 18 �nd over �nd 

m�y be limited to one visit/c�lend�r ye�r)  

No Charge

No Charge

No Charge

N/A

Generic: $5 
Br�nd Formul�ry: $15 
Non-Formul�ry: $�5

(not to exceed �0-d�y supply)

$�0 for medic�lly �pproved �nd  
prior �uthorized non-formul�ry drugs
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HMO B�sic Pl�ns PPO B�sic Pl�ns

Benefits
K�iser  

Perm�nente
Blue Shield 

Access+ HMO
Blue Shield  

EPO
Blue Shield

NetV�lue HMO
CCPOA

Association Plan
PERS Select PERS Choice PERSC�re CAHP Association Plan PORAC Association Plan

PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO

Physici�n Services (continued)

Allergy Testing $15 No Charge $15 �0% 1 �0% �0% � �0% 10% � �0% 10% �0% 10% 10% �

Allergy Tre�tment No Charge
(for �llergy injections)

No Charge $15 �0% 1 �0% �0% � �0% 10% � �0% 10% �0% 10% 10% �

Vision Ex�m (Refr�ction) $15

$15
(v�ries by pl�n for 
�ge 18 �nd over 

�nd m�y be limited 
to one visit/c�lend�r 

ye�r)  

Not Covered

He�ring Ex�m/Screening $15 �0% 1 �0% �0% � �0% 10% � �0%
10%

($�00 m�x/ 
�6 months)

�0%
($�00 m�x/ 
�6 months)

�0%
(deductible 
does not 

�pply; $50/
ex�m m�x 

with he�ring 
�id purch�se)

�0% �

(deductible 
does not 

�pply; $50/
ex�m m�x 

with he�ring 
�id purch�se)

Surgery/Anesthesi�

No Charge
for inp�tient;

$15  
for outp�tient

�0% 1 �0% �0% � �0% 10% � �0% 10% �0% 10% 10% �

Di�gnostic X-R�y/L�b

No Charge
(some procedures  

m�y require 
� co-p�y)

�0% �0% �0% �0% 10% �0% 10% �0% 10% 10% �

Prescription Drugs

Deductible

Br�nd 
Formul�ry: $50

(not to exceed 
$150/f�mily/

c�lend�r ye�r)

N/A

Ret�il Ph�rm�cy

Generic: $5
(up to 100-d�y supply)

Br�nd: $15
(up to 100-d�y supply 
[�0-d�y supply for 

cert�in drugs])

Generic: $10 
Br�nd 

Formul�ry: $�5 
Non-Formul�ry: 

$50
(not to exceed  
�0-d�y supply)

Generic: $5 
Br�nd Formul�ry: $�0 
Non-Formul�ry: $�5

Generic: $10 
Br�nd 

Formul�ry: 
$�5 
Non-

Formul�ry: 
$�5

Compound: 
$�5

Generic: $10 
Br�nd 

Formul�ry: 
$�5 
Non-

Formul�ry: 
$�5

Compound: 
Not Covered

(see EOC)

Medic�l Necessity/P�rti�l W�iver

Generic: $5
(up to 100-d�y supply)

Br�nd: $15
(up to 100-d�y supply 
[�0-d�y supply for 

cert�in drugs])

N/A $�0 N/A N/A

Generic: $5 
Preferred: $15 

Non-Preferred: $�5



10  

HMO B�sic Pl�ns PPO B�sic Pl�ns

Benefits
K�iser  

Perm�nente
Blue Shield 

Access+ HMO
Blue Shield  

EPO
Blue Shield

NetV�lue HMO
CCPOA

Association Plan
PERS Select PERS Choice PERSC�re CAHP Association Plan PORAC Association Plan

PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO

Prescription Drugs (continued)

Ret�il Ph�rm�cy M�inten�nce Medic�tions 
Filled �fter �nd Fill
(a medication taken longer than 60 days) 

Generic: $5
(up to 100-d�y supply)

Br�nd: $15
(up to 100-d�y supply
 [�0-d�y supply for 

cert�in drugs])

Generic: $10 
Br�nd 

Formul�ry: $�5 
Non-Formul�ry: 

$50
(not to exceed  
�0-d�y supply)

Generic: $10 
Preferred: $�5 

Non-Preferred: $75

Generic: $10 
Br�nd Formul�ry: $�0 
Non-Formul�ry: $50

N/A

Medic�l Necessity/P�rti�l W�iver

Generic: $5
(up to 100-d�y supply)

Br�nd: $15
(up to 100-d�y supply
 [�0-d�y supply for 

cert�in drugs])

N/A $�5 N/A N/A

M�il Order Ph�rm�cy Progr�m

Generic: $5
(up to 100-d�y supply)

Br�nd: $15
(up to 100-d�y supply
 [�0-d�y supply for 

cert�in drugs])

Generic: $�0 
Br�nd 

Formul�ry: $50 
Non-Formul�ry: 

$100
(not to exceed  
90-d�y supply)

Generic: $10 
Preferred: $�5 

Non-Preferred: $75

Generic: $10 
Br�nd Formul�ry: $�0 
Non-Formul�ry: $50

Generic: $�0
Br�nd 

Formul�ry: 
$�0 

Non-Formul�ry: 
$75

(see EOC 
for speci�lty 

ph�rm�cy fees)

N/A

Medic�l Necessity/P�rti�l W�iver

Generic: $5
(up to 100-d�y supply)

Br�nd: $15
(up to 100-d�y supply
 [�0-d�y supply for 

cert�in drugs])

N/A $�5 N/A N/A

M�ximum co-p�yment per person per 
c�lend�r ye�r

N/A $1,000 N/A $1,000 N/A N/A

Dur�ble Medic�l Equipment

No Charge
�0% �0% �0% �0%

10% �0%

10% �0% �0% �0% �

Infertility Testing/Tre�tment

50% 
(up to PPO �nd  

Non-PPO combined lifetime 
m�x of $5,000)

Generic: $10 
Br�nd Formul�ry: $�5 
Non-Formul�ry: $75

(not to exceed 90-d�y supply)

50% of covered ch�rges
(v�ries – see EOC for benefits �nd exclusions)

Generic: $5 
Br�nd Formul�ry: $15 
Non-Formul�ry: $�5

(not to exceed �0-d�y supply)

$�0 for medic�lly �pproved �nd  
prior �uthorized non-formul�ry drugs

$�5 for medic�lly �pproved �nd  
prior �uthorized non-formul�ry drugs
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HMO B�sic Pl�ns PPO B�sic Pl�ns

Benefits
K�iser  

Perm�nente
Blue Shield 

Access+ HMO
Blue Shield  

EPO
Blue Shield

NetV�lue HMO
CCPOA

Association Plan
PERS Select PERS Choice PERSC�re CAHP Association Plan PORAC Association Plan

PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO

Prescription Drugs (continued)

Ret�il Ph�rm�cy M�inten�nce Medic�tions 
Filled �fter �nd Fill
(a medication taken longer than 60 days) 

Generic: $5
(up to 100-d�y supply)

Br�nd: $15
(up to 100-d�y supply
 [�0-d�y supply for 

cert�in drugs])

Generic: $10 
Br�nd 

Formul�ry: $�5 
Non-Formul�ry: 

$50
(not to exceed  
�0-d�y supply)

Generic: $10 
Preferred: $�5 

Non-Preferred: $75

Generic: $10 
Br�nd Formul�ry: $�0 
Non-Formul�ry: $50

N/A

Medic�l Necessity/P�rti�l W�iver

Generic: $5
(up to 100-d�y supply)

Br�nd: $15
(up to 100-d�y supply
 [�0-d�y supply for 

cert�in drugs])

N/A $�5 N/A N/A

M�il Order Ph�rm�cy Progr�m

Generic: $5
(up to 100-d�y supply)

Br�nd: $15
(up to 100-d�y supply
 [�0-d�y supply for 

cert�in drugs])

Generic: $�0 
Br�nd 

Formul�ry: $50 
Non-Formul�ry: 

$100
(not to exceed  
90-d�y supply)

Generic: $10 
Preferred: $�5 

Non-Preferred: $75

Generic: $10 
Br�nd Formul�ry: $�0 
Non-Formul�ry: $50

Generic: $�0
Br�nd 

Formul�ry: 
$�0 

Non-Formul�ry: 
$75

(see EOC 
for speci�lty 

ph�rm�cy fees)

N/A

Medic�l Necessity/P�rti�l W�iver

Generic: $5
(up to 100-d�y supply)

Br�nd: $15
(up to 100-d�y supply
 [�0-d�y supply for 

cert�in drugs])

N/A $�5 N/A N/A

M�ximum co-p�yment per person per 
c�lend�r ye�r

N/A $1,000 N/A $1,000 N/A N/A

Dur�ble Medic�l Equipment

No Charge
�0% �0% �0% �0%

10% �0%

10% �0% �0% �0% �

Infertility Testing/Tre�tment

50% 
(up to PPO �nd  

Non-PPO combined lifetime 
m�x of $5,000)

(pre-certific�tion required for 
dur�ble medic�l equipment  
priced �t $1,000 or more)

($�,000 c�lend�r ye�r m�x �pplies)

Not Covered
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HMO B�sic Pl�ns PPO B�sic Pl�ns

Benefits
K�iser  

Perm�nente
Blue Shield 

Access+ HMO
Blue Shield  

EPO
Blue Shield

NetV�lue HMO
CCPOA

Association Plan
PERS Select PERS Choice PERSC�re CAHP Association Plan PORAC Association Plan

PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO

Subst�nce Abuse Tre�tment

Inp�tient

$100/�dmission
(limited to 

�cute medic�l 
detoxific�tion only)

�0% �0% �0% �0% 10% �0%

$15,000 m�x/ye�r; 
$�0,000 lifetime m�x

$150/course 
of tre�tment 

+ �0% of 
rem�ining 
covered 
expense

(with 
�uthoriz�tion);
$�00/course
 of tre�tment 

+ 50% of 
rem�ining 
covered 
expense
(without 

�uthoriz�tion)

$500 per 
course of 
tre�tment 
+ 50% of 
rem�ining 
covered 
expense

Outp�tient

$15 individu�l 
ther�py 

$5 group ther�py
(ev�lu�tion, crisis 
intervention, �nd 

tre�tment for 
conditions subject 

to signific�nt 
improvement through 
short-term ther�py)

$10 per visit
(up to �0 visits/
c�lend�r ye�r; 

ev�lu�tion, crisis 
intervention, �nd 

tre�tment for 
conditions subject 

to signific�nt 
improvement through 
short-term ther�py)

�0% �0% �0% �0% 10% �0%

�0% of 
covered 
expense 

(with 
�uthoriz�tion);

50% of 
covered 
expense 

(w/o 
�uthoriz�tion)

50% of 
covered 
expense

Ment�l He�lth 

Inp�tient $100/�dmission 
�0% �0% �0% �0%

10% �0%

See EOC

�0% w/ 
�uthoriz�tion; 

50% w/o 
�uthoriz�tion

50%

Outp�tient 
(for severe mental illness of a child or adult or 
emotional disturbance of a child)

$15 individu�l 
ther�py; 

$7 group ther�py
�0% �0% �0% �0% 10% �0%

Outp�tient 
(evaluation, crisis intervention and treatment for 
other mental health conditions)

$15 individu�l 
ther�py

(up to �0 visits);
$7 group ther�py

(up to �0 visits/
c�lend�r ye�r)

�0% �0% �0% �0% 10% �0%

Home He�lth Services (pre-certific�tion required; custodi�l c�re not covered)

$10 per visit
(up to 100 visits/
c�lend�r ye�r)

�0% �0% �0% �0% 10% �0% 10% �0% 10%
(100 visits m�x/ye�r; combined 

benefit for PPO/Non-PPO)
No Charge

$�0 per visit 
(up to �0 visits/c�lend�r ye�r)

No Charge

$15
(up to �0 visits/c�lend�r ye�r; ev�lu�tion, 

crisis intervention, �nd tre�tment for conditions 
subject to signific�nt improvement through 

short-term ther�py)

No Charge

$15
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HMO B�sic Pl�ns PPO B�sic Pl�ns

Benefits
K�iser  

Perm�nente
Blue Shield 

Access+ HMO
Blue Shield  

EPO
Blue Shield

NetV�lue HMO
CCPOA

Association Plan
PERS Select PERS Choice PERSC�re CAHP Association Plan PORAC Association Plan

PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO

Subst�nce Abuse Tre�tment

Inp�tient

$100/�dmission
(limited to 

�cute medic�l 
detoxific�tion only)

�0% �0% �0% �0% 10% �0%

$15,000 m�x/ye�r; 
$�0,000 lifetime m�x

$150/course 
of tre�tment 

+ �0% of 
rem�ining 
covered 
expense

(with 
�uthoriz�tion);
$�00/course
 of tre�tment 

+ 50% of 
rem�ining 
covered 
expense
(without 

�uthoriz�tion)

$500 per 
course of 
tre�tment 
+ 50% of 
rem�ining 
covered 
expense

Outp�tient

$15 individu�l 
ther�py 

$5 group ther�py
(ev�lu�tion, crisis 
intervention, �nd 

tre�tment for 
conditions subject 

to signific�nt 
improvement through 
short-term ther�py)

$10 per visit
(up to �0 visits/
c�lend�r ye�r; 

ev�lu�tion, crisis 
intervention, �nd 

tre�tment for 
conditions subject 

to signific�nt 
improvement through 
short-term ther�py)

�0% �0% �0% �0% 10% �0%

�0% of 
covered 
expense 

(with 
�uthoriz�tion);

50% of 
covered 
expense 

(w/o 
�uthoriz�tion)

50% of 
covered 
expense

Ment�l He�lth 

Inp�tient $100/�dmission 
�0% �0% �0% �0%

10% �0%

See EOC

�0% w/ 
�uthoriz�tion; 

50% w/o 
�uthoriz�tion

50%

Outp�tient 
(for severe mental illness of a child or adult or 
emotional disturbance of a child)

$15 individu�l 
ther�py; 

$7 group ther�py
�0% �0% �0% �0% 10% �0%

Outp�tient 
(evaluation, crisis intervention and treatment for 
other mental health conditions)

$15 individu�l 
ther�py

(up to �0 visits);
$7 group ther�py

(up to �0 visits/
c�lend�r ye�r)

�0% �0% �0% �0% 10% �0%

Home He�lth Services (pre-certific�tion required; custodi�l c�re not covered)

$10 per visit
(up to 100 visits/
c�lend�r ye�r)

�0% �0% �0% �0% 10% �0% 10% �0% 10%
(100 visits m�x/ye�r; combined 

benefit for PPO/Non-PPO)
(up to $6,000/c�lend�r ye�r) (up to 100 visits/c�lend�r ye�r) (up to 90 visits/period of dis�bility)

(up to �� d�ys/c�lend�r ye�r)

(up to �0 d�ys/c�lend�r ye�r)

(up to �0 d�ys/c�lend�r ye�r)

($�50 deductible/�dmission; 
up to �0 d�ys/c�lend�r ye�r)

(up to �� visits/c�lend�r ye�r; 
$1�,000 lifetime m�x for �ny combin�tion 

of inp�tient �nd outp�tient benefits)

(up to �0 d�ys/c�lend�r ye�r; 
$1�,000 lifetime m�x for �ny combin�tion 

of inp�tient �nd outp�tient benefits)

(up to �0 d�ys/c�lend�r ye�r; 
$1�,000 lifetime m�x for �ny 
combin�tion of inp�tient �nd 

outp�tient benefits;
$�50 hospit�l �dmission 

deductible �pplies)

(up to �0 visits/c�lend�r ye�r for 
�ny combin�tion of inp�tient �nd 

outp�tient benefits)



1�  

HMO B�sic Pl�ns PPO B�sic Pl�ns

Benefits
K�iser  

Perm�nente
Blue Shield 

Access+ HMO
Blue Shield  

EPO
Blue Shield

NetV�lue HMO
CCPOA

Association Plan
PERS Select PERS Choice PERSC�re CAHP Association Plan PORAC Association Plan

PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO

Skilled Nursing C�re

Inp�tient
(hospital or skilled nursing facility)

No Charge
(up to 100 d�ys/
benefit period)

No Charge
(up to 100 d�ys/

ye�r)

�0% first  
10 d�ys; 
�0% next  
90 d�ys

(pre-certific�tion 
required; up 
to 100 d�ys/

c�lend�r ye�r)

�0% 
(pre-certific�tion 

required; up 
to 100 d�ys/

c�lend�r ye�r)

�0% first  
10 d�ys; 
�0% next  
90 d�ys

(pre-certific�tion 
required; up 
to 100 d�ys/

c�lend�r ye�r)

�0%
(pre-certific�tion 

required; up 
to 100 d�ys/

c�lend�r ye�r)

10% first  
10 d�ys; 
�0% next 
170 d�ys

(pre-certific�tion 
required; up 
to 180 d�ys/

c�lend�r ye�r)

�0% first  
10 d�ys; 
�0% next 
170 d�ys

(pre-certific�tion 
required; up 
to 180 d�ys/

c�lend�r ye�r)

10% �0%
10%

(up to 100 d�ys/ye�r combined 
PPO/Non-PPO benefit for 

inp�tient skilled nursing f�cility)

Outp�tient 
(office and home visits)

10% �0%

N/A

Occup�tion�l Ther�py

Inp�tient 
(hospital or skilled nursing facility)

No Charge

�0% �0% �0% �0% �0% �0% 10% �0% 

10%

10% �

(up to 
$700 tot�l  

chiropr�ctic,
physic�l, �nd 
occup�tion�l 
combined)

Outp�tient 
(office and home visits)

No Charge

$�0 
(up to �0 visits 
m�x/ye�r for 

combined 
chiropr�ctic,
physic�l, �nd 
occup�tion�l 

ther�py);
10% on 
�ll other 
ch�rges

10% �

(up to $�5/
visit; up to 
$700 tot�l 

chiropr�ctic, 
physic�l, �nd 
occup�tion�l 

ther�py 
combined)

Physic�l Ther�py

Inp�tient 
(hospital or skilled nursing facility)

No Charge
�0% �0% �0% �0% 10% �0% 10% �0% 

10%

10% � 
(up to 

$700 tot�l 
chiropr�ctic, 
physic�l, �nd 
occup�tion�l 

ther�py 
combined)

No Charge 
(up to 100 d�ys/c�lend�r ye�r)

Not Covered
(medic�lly necess�ry services provided in licensed skilled nursing 

f�cility only; custodi�l c�re not covered)

$15
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HMO B�sic Pl�ns PPO B�sic Pl�ns

Benefits
K�iser  

Perm�nente
Blue Shield 

Access+ HMO
Blue Shield  

EPO
Blue Shield

NetV�lue HMO
CCPOA

Association Plan
PERS Select PERS Choice PERSC�re CAHP Association Plan PORAC Association Plan

PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO

Skilled Nursing C�re

Inp�tient
(hospital or skilled nursing facility)

No Charge
(up to 100 d�ys/
benefit period)

No Charge
(up to 100 d�ys/

ye�r)

�0% first  
10 d�ys; 
�0% next  
90 d�ys

(pre-certific�tion 
required; up 
to 100 d�ys/

c�lend�r ye�r)

�0% 
(pre-certific�tion 

required; up 
to 100 d�ys/

c�lend�r ye�r)

�0% first  
10 d�ys; 
�0% next  
90 d�ys

(pre-certific�tion 
required; up 
to 100 d�ys/

c�lend�r ye�r)

�0%
(pre-certific�tion 

required; up 
to 100 d�ys/

c�lend�r ye�r)

10% first  
10 d�ys; 
�0% next 
170 d�ys

(pre-certific�tion 
required; up 
to 180 d�ys/

c�lend�r ye�r)

�0% first  
10 d�ys; 
�0% next 
170 d�ys

(pre-certific�tion 
required; up 
to 180 d�ys/

c�lend�r ye�r)

10% �0%
10%

(up to 100 d�ys/ye�r combined 
PPO/Non-PPO benefit for 

inp�tient skilled nursing f�cility)

Outp�tient 
(office and home visits)

10% �0%

N/A

Occup�tion�l Ther�py

Inp�tient 
(hospital or skilled nursing facility)

No Charge

�0% �0% �0% �0% �0% �0% 10% �0% 

10%

10% �

(up to 
$700 tot�l  

chiropr�ctic,
physic�l, �nd 
occup�tion�l 
combined)

Outp�tient 
(office and home visits)

No Charge

$�0 
(up to �0 visits 
m�x/ye�r for 

combined 
chiropr�ctic,
physic�l, �nd 
occup�tion�l 

ther�py);
10% on 
�ll other 
ch�rges

10% �

(up to $�5/
visit; up to 
$700 tot�l 

chiropr�ctic, 
physic�l, �nd 
occup�tion�l 

ther�py 
combined)

Physic�l Ther�py

Inp�tient 
(hospital or skilled nursing facility)

No Charge
�0% �0% �0% �0% 10% �0% 10% �0% 

10%

10% � 
(up to 

$700 tot�l 
chiropr�ctic, 
physic�l, �nd 
occup�tion�l 

ther�py 
combined)

(pre-certific�tion required 
for more th�n �� visits/ye�r)

(combined benefit m�x of $�,500/c�lend�r 
ye�r for physic�l/occup�tion�l ther�py)

(up to 100 d�ys of 
confinement; combined benefit 

for inp�tient/outp�tient)

Not Covered
(medic�lly necess�ry services received �s 
inp�tient in � skilled nursing f�cility only)

(combined benefit m�x of $�,500/c�lend�r 
ye�r for physic�l/occup�tion�l ther�py)

(pre-certific�tion required 
for more th�n �� visits/ye�r)

(up to 100 d�ys of confinement)
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HMO B�sic Pl�ns PPO B�sic Pl�ns

Benefits
K�iser  

Perm�nente
Blue Shield 

Access+ HMO
Blue Shield  

EPO
Blue Shield

NetV�lue HMO
CCPOA

Association Plan
PERS Select PERS Choice PERSC�re CAHP Association Plan PORAC Association Plan

PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO

Physic�l Ther�py (continued)

Outp�tient 
(office and home visits)

No Charge
�0% �0% �0% �0% 10% �0% 10% �0% 

$�0
(up to �0 visits 
m�x/ye�r for 

combined 
chiropr�ctic,
physic�l, �nd 
occup�tion�l 
ther�py; more 

th�n one 
co-p�y m�y 
�pply during 
�n office visit 

if multiple 
services �re 

provided)

10% �

(up to $�5/
visit; up to 
$700 tot�l 

chiropr�ctic, 
physic�l, �nd 
occup�tion�l 

ther�py 
combined)

Speech Ther�py

Inp�tient 
(hospital or skilled nursing facility)

No Charge
�0% �0% �0% �0% 10% �0% 

10% �0% 10% 10% �

Outp�tient 
(office and home visits)

No Charge 10% �0% 10% 10% �

Hospice

No Charge
�0% �0%

($10,000 lifetime m�x)
10% No Charge

($7,500 lifetime m�x)
10%

Acupuncture

$15
(when medic�lly 
necess�ry �nd 
performed by � 

K�iser Perm�nente 
physici�n)

Not Covered
Not Covered

�0% �0% �0% �0% 10% �0% 10% �0%
10% 10% �

Chiropr�ctic

 
$10

(�0 visits/
c�lend�r ye�r)

Not Covered

$10 for ex�m
(up to �0 visits/
c�lend�r ye�r);
No Charge 

for di�gnostic 
services; 

No Charge  
for chiropr�ctic 

�ppli�nces 
(up to $50 m�x 

is covered during 
c�lend�r ye�r)

�0% �0% �0% �0% 10% �0% 10% �0%

Up to �0 
visits/

c�lend�r 
ye�r for 

combined 
chiropr�ctic,
 physic�l,�nd 
occup�tion�l 

ther�py

Up to 
$700 tot�l 

chiropr�ctic, 
physic�l, �nd 
occup�tion�l 

ther�py 
combined

Biofeedb�ck

$15 Not Covered $10 
�0% �0% �0% �0% 10% �0% �0%

(other th�n for ment�l disorders 
�nd chemic�l dependency)

10%
(if in conjunction 

with ment�l he�lth tre�tment)

$15

(�ltern�te c�re discounts of �5% or more through 
mylifep�th �ltern�tive c�re discount progr�m)

$15

(�ltern�te c�re discounts of �5% or more through 
mylifep�th �ltern�tive c�re discount progr�m)
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HMO B�sic Pl�ns PPO B�sic Pl�ns

Benefits
K�iser  

Perm�nente
Blue Shield 

Access+ HMO
Blue Shield  

EPO
Blue Shield

NetV�lue HMO
CCPOA

Association Plan
PERS Select PERS Choice PERSC�re CAHP Association Plan PORAC Association Plan

PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO

Physic�l Ther�py (continued)

Outp�tient 
(office and home visits)

No Charge
�0% �0% �0% �0% 10% �0% 10% �0% 

$�0
(up to �0 visits 
m�x/ye�r for 

combined 
chiropr�ctic,
physic�l, �nd 
occup�tion�l 
ther�py; more 

th�n one 
co-p�y m�y 
�pply during 
�n office visit 

if multiple 
services �re 

provided)

10% �

(up to $�5/
visit; up to 
$700 tot�l 

chiropr�ctic, 
physic�l, �nd 
occup�tion�l 

ther�py 
combined)

Speech Ther�py

Inp�tient 
(hospital or skilled nursing facility)

No Charge
�0% �0% �0% �0% 10% �0% 

10% �0% 10% 10% �

Outp�tient 
(office and home visits)

No Charge 10% �0% 10% 10% �

Hospice

No Charge
�0% �0%

($10,000 lifetime m�x)
10% No Charge

($7,500 lifetime m�x)
10%

Acupuncture

$15
(when medic�lly 
necess�ry �nd 
performed by � 

K�iser Perm�nente 
physici�n)

Not Covered
Not Covered

�0% �0% �0% �0% 10% �0% 10% �0%
10% 10% �

Chiropr�ctic

 
$10

(�0 visits/
c�lend�r ye�r)

Not Covered

$10 for ex�m
(up to �0 visits/
c�lend�r ye�r);
No Charge 

for di�gnostic 
services; 

No Charge  
for chiropr�ctic 

�ppli�nces 
(up to $50 m�x 

is covered during 
c�lend�r ye�r)

�0% �0% �0% �0% 10% �0% 10% �0%

Up to �0 
visits/

c�lend�r 
ye�r for 

combined 
chiropr�ctic,
 physic�l,�nd 
occup�tion�l 

ther�py

Up to 
$700 tot�l 

chiropr�ctic, 
physic�l, �nd 
occup�tion�l 

ther�py 
combined

Biofeedb�ck

$15 Not Covered $10 
�0% �0% �0% �0% 10% �0% �0%

(other th�n for ment�l disorders 
�nd chemic�l dependency)

10%
(if in conjunction 

with ment�l he�lth tre�tment)
(combined with ment�l he�lth; 
up to �� visits/c�lend�r ye�r)

(combined with ment�l he�lth; 
up to �0 visits/c�lend�r ye�r)

(combined benefit for �cupuncture/
chiropr�ctic; 15 visits/c�lend�r ye�r)

(�0 visits/ye�r for �ny 
combin�tion of chiropr�ctic or 

�cupuncture services)

(combined benefit for 
�cupuncture/chiropr�ctic; 
�0 visits/c�lend�r ye�r)

(combined benefit for �cupuncture/
chiropr�ctic; 15 visits/c�lend�r ye�r)

(combined benefit for 
�cupuncture/chiropr�ctic; 
�0 visits/c�lend�r ye�r)

(�0 visits/ye�r for �ny 
combin�tion of chiropr�ctic or 

�cupuncture services)

($5,000 lifetime m�x for �ny combin�tion of inp�tient �nd outp�tient benefits)

(combined benefit m�x of $�,500/c�lend�r 
ye�r for physic�l/occup�tion�l ther�py)

(pre-certific�tion required 
for more th�n �� visits/ye�r)
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HMO B�sic Pl�ns PPO B�sic Pl�ns

Benefits
K�iser  

Perm�nente
Blue Shield 

Access+ HMO
Blue Shield  

EPO
Blue Shield

NetV�lue HMO
CCPOA

Association Plan
PERS Select PERS Choice PERSC�re CAHP Association Plan PORAC Association Plan

PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO

Blood & Blood Products

Included w/ 
inp�tient 

hospit�liz�tion
�0% �0% �0% �0% �0%

He�ring Aid Services 

Audiologic�l Ex�m $10 �0% �0% �0% �0% 10% �0%
10% �0%

�0%
(no deductible; up to $50 if in 
conjunction with purch�se of 

he�ring �id)

He�ring Aids

$500 m�x/
member/ 

c�lend�r ye�r for 
both e�rs

�0% �0% �0% �0% 10% �0% 10% �0% �0%
(no deductible; up to one/e�r; 

$�50 m�x/�6 months)

1  PERS Select utilizes the Blue Cross of C�liforni� Power Select PPO Network, which is � subset of the Blue Cross of C�liforni� Prudent Buyer PPO Network. 
Approxim�tely 50 percent of the Blue Cross Prudent Buyer PPO Network of physici�ns p�rticip�te in the Power Select PPO Network. By obt�ining physici�n 
services through the Power Select PPO Network, you will receive the highest level of reimbursement. A PERS Select member should check to see if � 
physici�n is p�rticip�ting in the Power Select PPO Network before receiving services.

�  PERS Choice �nd PERSC�re utilize the Blue Cross of C�liforni� Prudent Buyer PPO Network, which is � more comprehensive network. By obt�ining services 
through Blue Cross of C�liforni� Prudent Buyer PPO Network, you will receive the highest level of reimbursement.

�  Covered expense for services from Non-PPO providers is b�sed on strictly limited schedule of �llow�nces. Members must p�y ch�rges in excess of those 
scheduled �mounts.

No Charge

No Charge

$1,000 �llow�nce every �6 months for both e�rs
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HMO B�sic Pl�ns PPO B�sic Pl�ns

Benefits
K�iser  

Perm�nente
Blue Shield 

Access+ HMO
Blue Shield  

EPO
Blue Shield

NetV�lue HMO
CCPOA

Association Plan
PERS Select PERS Choice PERSC�re CAHP Association Plan PORAC Association Plan

PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO PPO Non-PPO

Blood & Blood Products

Included w/ 
inp�tient 

hospit�liz�tion
�0% �0% �0% �0% �0%

He�ring Aid Services 

Audiologic�l Ex�m $10 �0% �0% �0% �0% 10% �0%
10% �0%

�0%
(no deductible; up to $50 if in 
conjunction with purch�se of 

he�ring �id)

He�ring Aids

$500 m�x/
member/ 

c�lend�r ye�r for 
both e�rs

�0% �0% �0% �0% 10% �0% 10% �0% �0%
(no deductible; up to one/e�r; 

$�50 m�x/�6 months)

1  PERS Select utilizes the Blue Cross of C�liforni� Power Select PPO Network, which is � subset of the Blue Cross of C�liforni� Prudent Buyer PPO Network. 
Approxim�tely 50 percent of the Blue Cross Prudent Buyer PPO Network of physici�ns p�rticip�te in the Power Select PPO Network. By obt�ining physici�n 
services through the Power Select PPO Network, you will receive the highest level of reimbursement. A PERS Select member should check to see if � 
physici�n is p�rticip�ting in the Power Select PPO Network before receiving services.

�  PERS Choice �nd PERSC�re utilize the Blue Cross of C�liforni� Prudent Buyer PPO Network, which is � more comprehensive network. By obt�ining services 
through Blue Cross of C�liforni� Prudent Buyer PPO Network, you will receive the highest level of reimbursement.

�  Covered expense for services from Non-PPO providers is b�sed on strictly limited schedule of �llow�nces. Members must p�y ch�rges in excess of those 
scheduled �mounts.

($1,000 m�x in � �6-month period)

($�00 m�x every �6 months)

($1,000 m�x every �6 months)
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CalPERS Supplement to Medicare Health Care Plans Benefits and Co-pay and/or Benefit Limits
 

HMO Medic�re Pl�ns PPO Medic�re Pl�ns

K�iser  
Perm�nente

Blue Shield 
Access+ HMO

Blue Shield  
EPO

Blue Shield
NetV�lue HMO

CCPOA
Association Plan

PERS Select PERS Choice PERSC�re CAHP 
Association Plan

PORAC 
Association PlanBenefits PPO Non-PPO PPO Non-PPO PPO Non-PPO

C�lend�r Ye�r Deductible

Individu�l N/A
$100 $100

F�mily N/A
$�00 $�00

M�ximum C�lend�r Ye�r Co-p�y (excluding ph�rm�cy)

Individu�l

$1,500 
(see EOC for 

other items not 
counted tow�rd 

co-p�y m�x limit)

N/A $1,500 N/A N/A
N/A

($�,000 when not � 
benefit of Medic�re)

N/A
($�,000 when not � 
benefit of Medic�re) 

$15,000 c�lend�r 
ye�r stop-loss 

(�pplic�ble to m�jor 
medic�l benefits only, 
excluding outp�tient 

prescription drug benefits)

F�mily $�,000 N/A
$�,500

(� or more 
members)

N/A

Lifetime M�ximum Benefit

N/A N/A
$1,000,000 $�,000,000/individu�l

Hospit�l Admission Deductible
Per Admission N/A N/A

Hospit�l

Inp�tient $100/�dmission

No Charge 1 No Charge 1 
No Charge 1 

(�0% when not � benefit of 
Medic�re �)

No Charge

No Charge
(�fter Medic�re benefits �re 
exh�usted, pl�n p�ys for �n 
�ddition�l �65 d�ys/benefit 

period)

Outp�tient F�cility Services $10 No Charge
(�0% when not � 

benefit of Medic�re)Outp�tient Surgery $10 

Emergency Room Deductible
N/A N/A

Emergency Services

No Charge No Charge 1
No Charge 

if Medic�re �pproved
(�0% if not Medic�re �pproved)

No Charge

Ambul�nce Services

No Charge No Charge 1
No Charge 

if Medic�re �pproved
(�0% if not Medic�re �pproved)

No Charge

He�ring Ex�m/Screening

No Charge No Charge 1, 2 No Charge 
if Medic�re �pproved

�0%
($50 ex�m in connection with 

he�ring �id purch�se)

No Charge

No Charge

No Charge

$50
(w�ived if hospit�lized or kept for observ�tion)

$10
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CalPERS Supplement to Medicare Health Care Plans Benefits and Co-pay and/or Benefit Limits
 

HMO Medic�re Pl�ns PPO Medic�re Pl�ns

K�iser  
Perm�nente

Blue Shield 
Access+ HMO

Blue Shield  
EPO

Blue Shield
NetV�lue HMO

CCPOA
Association Plan

PERS Select PERS Choice PERSC�re CAHP 
Association Plan

PORAC 
Association PlanBenefits PPO Non-PPO PPO Non-PPO PPO Non-PPO

C�lend�r Ye�r Deductible

Individu�l N/A
$100 $100

F�mily N/A
$�00 $�00

M�ximum C�lend�r Ye�r Co-p�y (excluding ph�rm�cy)

Individu�l

$1,500 
(see EOC for 

other items not 
counted tow�rd 

co-p�y m�x limit)

N/A $1,500 N/A N/A
N/A

($�,000 when not � 
benefit of Medic�re)

N/A
($�,000 when not � 
benefit of Medic�re) 

$15,000 c�lend�r 
ye�r stop-loss 

(�pplic�ble to m�jor 
medic�l benefits only, 
excluding outp�tient 

prescription drug benefits)

F�mily $�,000 N/A
$�,500

(� or more 
members)

N/A

Lifetime M�ximum Benefit

N/A N/A
$1,000,000 $�,000,000/individu�l

Hospit�l Admission Deductible
Per Admission N/A N/A

Hospit�l

Inp�tient $100/�dmission

No Charge 1 No Charge 1 
No Charge 1 

(�0% when not � benefit of 
Medic�re �)

No Charge

No Charge
(�fter Medic�re benefits �re 
exh�usted, pl�n p�ys for �n 
�ddition�l �65 d�ys/benefit 

period)

Outp�tient F�cility Services $10 No Charge
(�0% when not � 

benefit of Medic�re)Outp�tient Surgery $10 

Emergency Room Deductible
N/A N/A

Emergency Services

No Charge No Charge 1
No Charge 

if Medic�re �pproved
(�0% if not Medic�re �pproved)

No Charge

Ambul�nce Services

No Charge No Charge 1
No Charge 

if Medic�re �pproved
(�0% if not Medic�re �pproved)

No Charge

He�ring Ex�m/Screening

No Charge No Charge 1, 2 No Charge 
if Medic�re �pproved

�0%
($50 ex�m in connection with 

he�ring �id purch�se)

N/A
(pl�n p�ys Medic�re P�rts A �nd B deductible)

(�pplic�ble to m�jor medic�l benefits only)

(�pplic�ble to m�jor medic�l benefits only)

(�pplic�ble to m�jor medic�l benefits only)

Note: All footnotes are located at the end of chart.
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HMO Medic�re Pl�ns PPO Medic�re Pl�ns

K�iser  
Perm�nente

Blue Shield 
Access+ HMO

Blue Shield  
EPO

Blue Shield
NetV�lue HMO

CCPOA
Association Plan

PERS Select PERS Choice PERSC�re CAHP 
Association Plan

PORAC 
Association PlanBenefits PPO Non-PPO PPO Non-PPO PPO Non-PPO

Surgery/Anesthesi�
No Charge

for inp�tient;
$10 

for outp�tient

No Charge 1 No Charge No Charge

Di�gnostic X-R�y/L�b
No Charge

(some procedures 
m�y require 
� co-p�y)

No Charge 1 No Charge No Charge

Dur�ble Medic�l Equipment

No Charge No Charge 1 No Charge
No Charge

(�0% when not � benefit 
of Medic�re)

Physici�n Services
Office Visits $10 

No Charge 1 

$10 No Charge

Inp�tient Hospit�l Visits No Charge No Charge No Charge

Outp�tient Hospit�l Visits $10 No Charge No Charge

Urgent C�re Visits $10 $�5  No Charge No Charge No Charge

Periodic He�lth Ex�m/Preventive C�re No Charge Not covered
(unless Medic�re �pproved)

Not covered
(unless Medic�re �pproved)

Gynecologic�l Ex�m No Charge No Charge No Charge

Immuniz�tion/Inocul�tion No Charge $10 No Charge No Charge 1 No Charge 1 No Charge 1, 2 No Charge No Charge

Allergy Testing $10 No Charge $10 No Charge 1 No Charge No Charge

Allergy Tre�tment $� 
(for �llergy injections)

No Charge $10 No Charge 1 No Charge No Charge

Vision Ex�m (Refr�ction) $10 Not covered �0%
(one ex�m/c�lend�r ye�r)

Prescription Drugs

Deductible N/A $50
(excluding m�il order)

Ret�il Ph�rm�cy

Generic: $5
(up to 100-d�y supply)

Br�nd: $15
(up to 100-d�y supply 
[�0-d�y supply for 

cert�in drugs])

Generic: $5 
Br�nd Formul�ry: 

$�0 
Non-Formul�ry: 

$�5
(not to exceed 
�0-d�y supply)

Generic: $5 
Preferred: $15 

Non-Preferred: $�5

Generic: $5 
Single Source: $�0 
Multi Source: $�5

Generic: $10 
Br�nd Formul�ry: $�5 
Non-Formul�ry: $�5

Medic�l Necessity/P�rti�l W�iver

Generic: $5
(up to 100-d�y supply)

Br�nd: $15
(up to 100-d�y supply 
[�0-d�y supply for 

cert�in drugs])

N/A $�0  N/A N/A

No Charge

$10

$10

No Charge

No Charge

Generic: $5 
Br�nd Formul�ry: $15 
Non-Formul�ry: $�5

(not to exceed �0-d�y supply)

$�0 for medic�lly �pproved �nd  
prior �uthorized non-formul�ry drugs
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HMO Medic�re Pl�ns PPO Medic�re Pl�ns

K�iser  
Perm�nente

Blue Shield 
Access+ HMO

Blue Shield  
EPO

Blue Shield
NetV�lue HMO

CCPOA
Association Plan

PERS Select PERS Choice PERSC�re CAHP 
Association Plan

PORAC 
Association PlanBenefits PPO Non-PPO PPO Non-PPO PPO Non-PPO

Surgery/Anesthesi�
No Charge

for inp�tient;
$10 

for outp�tient

No Charge 1 No Charge No Charge

Di�gnostic X-R�y/L�b
No Charge

(some procedures 
m�y require 
� co-p�y)

No Charge 1 No Charge No Charge

Dur�ble Medic�l Equipment

No Charge No Charge 1 No Charge
No Charge

(�0% when not � benefit 
of Medic�re)

Physici�n Services
Office Visits $10 

No Charge 1 

$10 No Charge

Inp�tient Hospit�l Visits No Charge No Charge No Charge

Outp�tient Hospit�l Visits $10 No Charge No Charge

Urgent C�re Visits $10 $�5  No Charge No Charge No Charge

Periodic He�lth Ex�m/Preventive C�re No Charge Not covered
(unless Medic�re �pproved)

Not covered
(unless Medic�re �pproved)

Gynecologic�l Ex�m No Charge No Charge No Charge

Immuniz�tion/Inocul�tion No Charge $10 No Charge No Charge 1 No Charge 1 No Charge 1, 2 No Charge No Charge

Allergy Testing $10 No Charge $10 No Charge 1 No Charge No Charge

Allergy Tre�tment $� 
(for �llergy injections)

No Charge $10 No Charge 1 No Charge No Charge

Vision Ex�m (Refr�ction) $10 Not covered �0%
(one ex�m/c�lend�r ye�r)

Prescription Drugs

Deductible N/A $50
(excluding m�il order)

Ret�il Ph�rm�cy

Generic: $5
(up to 100-d�y supply)

Br�nd: $15
(up to 100-d�y supply 
[�0-d�y supply for 

cert�in drugs])

Generic: $5 
Br�nd Formul�ry: 

$�0 
Non-Formul�ry: 

$�5
(not to exceed 
�0-d�y supply)

Generic: $5 
Preferred: $15 

Non-Preferred: $�5

Generic: $5 
Single Source: $�0 
Multi Source: $�5

Generic: $10 
Br�nd Formul�ry: $�5 
Non-Formul�ry: $�5

Medic�l Necessity/P�rti�l W�iver

Generic: $5
(up to 100-d�y supply)

Br�nd: $15
(up to 100-d�y supply 
[�0-d�y supply for 

cert�in drugs])

N/A $�0  N/A N/A

One ex�m/ye�r up to � m�x of $�5 2

N/A
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HMO Medic�re Pl�ns PPO Medic�re Pl�ns

K�iser  
Perm�nente

Blue Shield 
Access+ HMO

Blue Shield  
EPO

Blue Shield
NetV�lue HMO

CCPOA
Association Plan

PERS Select PERS Choice PERSC�re CAHP 
Association Plan

PORAC 
Association PlanBenefits PPO Non-PPO PPO Non-PPO PPO Non-PPO

Prescription Drugs (continued)

Ret�il Ph�rm�cy M�inten�nce Medic�tions 
Filled �fter �nd Fill (� medic�tion t�ken longer 
th�n 60 d�ys) 

Generic: $5
(up to 100-d�y supply)

Br�nd: $15
(up to 100-d�y supply 
[�0-d�y supply for 

cert�in drugs])

Generic: $5 
Br�nd Formul�ry: 

$�0 
Non-Formul�ry: 

$�5
(not to exceed 
�0-d�y supply)

Generic: $10 
Preferred: $�5 

Non-Preferred: $75

Generic: $10 
Single Source: $�0 
Multi Source: $50

N/A

Medic�l Necessity/P�rti�l W�iver

Generic: $5
(up to 100-d�y supply)

Br�nd: $15
(up to 100-d�y supply 
[�0-d�y supply for 

cert�in drugs])

N/A $�5 N/A N/A

M�il Order Ph�rm�cy Progr�m

Generic: $5
(up to 100-d�y supply)

Br�nd: $15
(up to 100-d�y supply 
[�0-d�y supply for 

cert�in drugs])

Generic: $10 
Br�nd 

Formul�ry: $�0 
Non-Formul�ry: 

$70 
(not to exceed 
90-d�y supply)

Generic: $10 
Preferred: $�5 

Non-Preferred: $75

Generic: $10 
Single Source: $�0 
Multi Source: $50

Generic: $�0 
Br�nd Formul�ry: $�0 
Non-Formul�ry: $75

Medic�l Necessity/P�rti�l W�iver

Generic: $5
(up to 100-d�y supply)

Br�nd: $15
(up to 100-d�y supply
 [�0-d�y supply for 

cert�in drugs])

N/A $�5 N/A N/A

M�ximum co-p�yment per person/c�lend�r ye�r N/A $1,000 N/A $1,000 N/A N/A

Ment�l He�lth

Inp�tient

No Charge 
(190 lifetime d�ys 

covered by Medic�re; 
�5 �ddition�l d�ys/

c�lend�r ye�r covered 
�fter exh�ustion of 

lifetime d�ys)

No Charge $100/�dmission No Charge 1 No Charge 1 

No Charge 1, 2

(if not � benefit of Medic�re, 
�0% of the physici�n visit up to 

$��/d�y)

No Charge 
if Medic�re �pproved

(up to $�0/visit if not Medic�re 
�pproved)

No Charge
(�0% when not � benefit of 

Medic�re; up to $�0/inp�tient 
physici�n visit)

Outp�tient (for severe ment�l illness of � child or 
�dult or emotion�l disturb�nce of � child)

$10 individu�l 
ther�py; 

$5 group ther�py
$10 No Charge 1 No Charge 1 No Charge 1, 2 

No Charge 
if Medic�re �pproved

(up to $�0/visit if not Medic�re 
�pproved)

No Charge
(�0% when not � benefit of 

Medic�re)

Outp�tient (ev�lu�tion, crisis intervention �nd 
tre�tment for other ment�l he�lth conditions)

$10 individu�l 
ther�py; 

$5 group ther�py

$�0
(up to �0 visits/ye�r)

$5  
(up to �0 visits/
c�lend�r ye�r)

Excess Ch�rges 1

(Medic�re p�ys 50% of the 
�pproved �mount for most 

services)

Excess Ch�rges 1

(Medic�re p�ys 50% of the 
�pproved �mount for most 

services)

Excess Ch�rges 1, �

(Medic�re p�ys 50% of the 
�pproved �mount for most 
services; if not � benefit of 

Medic�re, �0%/d�y up  
to $��/d�y)

No Charge 
if Medic�re �pproved

(up to $�0/visit if not Medic�re 
�pproved)

No Charge
(50% when not � benefit of 
Medic�re; up to $�0/d�y)

Subst�nce Abuse Tre�tment

Inp�tient $100/�dmission No Charge 1 Not covered
(unless Medic�re �pproved)

Not covered
(unless Medic�re �pproved)

Outp�tient
$10 individu�l 

ther�py; 
$5 group ther�py

$10
(up to �0 visits/ye�r)

$5 
(up to �0 visits/
c�lend�r ye�r)

Not covered
(unless Medic�re �pproved)

Not covered
(unless Medic�re �pproved)

$10  
for initi�l visit to determine �nd di�gnose the condition

(exception: Access+ Speci�list vists require $�0 co-p�yment/visit)

Generic: $10 
Br�nd Formul�ry: $�5 
Non-Formul�ry: $75 

(not to exceed 90-d�y supply)

No Charge

$�0 for medic�lly �pproved �nd  
prior �uthorized non-formul�ry drugs

Generic: $5 
Br�nd Formul�ry: $15 
Non-Formul�ry: $�5

(not to exceed �0-d�y supply)

$�5 for medic�lly �pproved �nd  
prior �uthorized non-formul�ry drugs
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HMO Medic�re Pl�ns PPO Medic�re Pl�ns

K�iser  
Perm�nente

Blue Shield 
Access+ HMO

Blue Shield  
EPO

Blue Shield
NetV�lue HMO

CCPOA
Association Plan

PERS Select PERS Choice PERSC�re CAHP 
Association Plan

PORAC 
Association PlanBenefits PPO Non-PPO PPO Non-PPO PPO Non-PPO

Prescription Drugs (continued)

Ret�il Ph�rm�cy M�inten�nce Medic�tions 
Filled �fter �nd Fill (� medic�tion t�ken longer 
th�n 60 d�ys) 

Generic: $5
(up to 100-d�y supply)

Br�nd: $15
(up to 100-d�y supply 
[�0-d�y supply for 

cert�in drugs])

Generic: $5 
Br�nd Formul�ry: 

$�0 
Non-Formul�ry: 

$�5
(not to exceed 
�0-d�y supply)

Generic: $10 
Preferred: $�5 

Non-Preferred: $75

Generic: $10 
Single Source: $�0 
Multi Source: $50

N/A

Medic�l Necessity/P�rti�l W�iver

Generic: $5
(up to 100-d�y supply)

Br�nd: $15
(up to 100-d�y supply 
[�0-d�y supply for 

cert�in drugs])

N/A $�5 N/A N/A

M�il Order Ph�rm�cy Progr�m

Generic: $5
(up to 100-d�y supply)

Br�nd: $15
(up to 100-d�y supply 
[�0-d�y supply for 

cert�in drugs])

Generic: $10 
Br�nd 

Formul�ry: $�0 
Non-Formul�ry: 

$70 
(not to exceed 
90-d�y supply)

Generic: $10 
Preferred: $�5 

Non-Preferred: $75

Generic: $10 
Single Source: $�0 
Multi Source: $50

Generic: $�0 
Br�nd Formul�ry: $�0 
Non-Formul�ry: $75

Medic�l Necessity/P�rti�l W�iver

Generic: $5
(up to 100-d�y supply)

Br�nd: $15
(up to 100-d�y supply
 [�0-d�y supply for 

cert�in drugs])

N/A $�5 N/A N/A

M�ximum co-p�yment per person/c�lend�r ye�r N/A $1,000 N/A $1,000 N/A N/A

Ment�l He�lth

Inp�tient

No Charge 
(190 lifetime d�ys 

covered by Medic�re; 
�5 �ddition�l d�ys/

c�lend�r ye�r covered 
�fter exh�ustion of 

lifetime d�ys)

No Charge $100/�dmission No Charge 1 No Charge 1 

No Charge 1, 2

(if not � benefit of Medic�re, 
�0% of the physici�n visit up to 

$��/d�y)

No Charge 
if Medic�re �pproved

(up to $�0/visit if not Medic�re 
�pproved)

No Charge
(�0% when not � benefit of 

Medic�re; up to $�0/inp�tient 
physici�n visit)

Outp�tient (for severe ment�l illness of � child or 
�dult or emotion�l disturb�nce of � child)

$10 individu�l 
ther�py; 

$5 group ther�py
$10 No Charge 1 No Charge 1 No Charge 1, 2 

No Charge 
if Medic�re �pproved

(up to $�0/visit if not Medic�re 
�pproved)

No Charge
(�0% when not � benefit of 

Medic�re)

Outp�tient (ev�lu�tion, crisis intervention �nd 
tre�tment for other ment�l he�lth conditions)

$10 individu�l 
ther�py; 

$5 group ther�py

$�0
(up to �0 visits/ye�r)

$5  
(up to �0 visits/
c�lend�r ye�r)

Excess Ch�rges 1

(Medic�re p�ys 50% of the 
�pproved �mount for most 

services)

Excess Ch�rges 1

(Medic�re p�ys 50% of the 
�pproved �mount for most 

services)

Excess Ch�rges 1, �

(Medic�re p�ys 50% of the 
�pproved �mount for most 
services; if not � benefit of 

Medic�re, �0%/d�y up  
to $��/d�y)

No Charge 
if Medic�re �pproved

(up to $�0/visit if not Medic�re 
�pproved)

No Charge
(50% when not � benefit of 
Medic�re; up to $�0/d�y)

Subst�nce Abuse Tre�tment

Inp�tient $100/�dmission No Charge 1 Not covered
(unless Medic�re �pproved)

Not covered
(unless Medic�re �pproved)

Outp�tient
$10 individu�l 

ther�py; 
$5 group ther�py

$10
(up to �0 visits/ye�r)

$5 
(up to �0 visits/
c�lend�r ye�r)

Not covered
(unless Medic�re �pproved)

Not covered
(unless Medic�re �pproved)

Excess Ch�rges 1

(Medic�re p�ys 50% of tre�tment th�t meets cert�in conditions)
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HMO Medic�re Pl�ns PPO Medic�re Pl�ns

K�iser  
Perm�nente

Blue Shield 
Access+ HMO

Blue Shield  
EPO

Blue Shield
NetV�lue HMO

CCPOA
Association Plan

PERS Select PERS Choice PERSC�re CAHP 
Association Plan

PORAC 
Association PlanBenefits PPO Non-PPO PPO Non-PPO PPO Non-PPO

Home He�lth Services
No Charge

(up to 100 visits/
c�lend�r ye�r)

No Charge 1
No Charge 

if Medic�re �pproved
(�0% if not Medic�re �pproved)

No Charge

Skilled Nursing F�cility C�re

No Charge 1 
(up to 100 d�ys/benefit period 
in � Medic�re �pproved f�cility)

No Charge 1 
(up to 100 d�ys/benefit period 
in � Medic�re �pproved f�cility)

No Charge 1

(up to 100 d�ys/benefit period 
in � Medic�re �pproved f�cility)

�0% �

( from 101 to �65 d�ys; 
pre-certific�tion required)

No Charge
(�0% �fter Medic�re benefits 

exh�usted)

No Charge
(�fter Medic�re benefits �re 

exh�usted, pl�n p�ys d�ys 101 
through �65)

Speech Ther�py
Inp�tient (hospit�l or skilled nursing f�cility) No Charge

$10 No Charge No Charge 1 No Charge 1

No Charge 1, 2

(�0% when not � benefit of 
Medic�re, up to � lifetime m�x 

pl�n p�yment of $5,000) 

No Charge 
if Medic�re �pproved

(�0% if not Medic�re �pproved; 
$5000 lifetime m�x

No Charge
(�0% when not � benefit of 

Medic�re; up to $5,000 in �n 
individu�l’s lifetime for �ll 

inp�tient �nd outp�tient combined)

Outp�tient (office �nd home visits) $10 

Physic�l Ther�py
Inp�tient (hospit�l or skilled nursing f�cility) No Charge

$10 No Charge No Charge 1 No Charge 1
No Charge 1, 2

(�0% when not � 
benefit of Medic�re)

No Charge 
if Medic�re �pproved

(�0% if not Medic�re �pproved)
No Charge

Outp�tient (office �nd home visits) $10 

Occup�tion�l Ther�py
Inp�tient (hospit�l or skilled nursing f�cility) No Charge

$10 No Charge No Charge 1 No Charge 1 No Charge 1, 2
No Charge 

if Medic�re �pproved
(�0% if not Medic�re �pproved)

No Charge
Outp�tient (office �nd home visits) $10 

Hospice

Covered by 
Medic�re

No Charge 1

No Charge 
if Medic�re �pproved

(�0% if not Medic�re �pproved; 
$7500 lifetime m�x)

No Charge

Acupuncture
$10

(when medic�lly 
necess�ry �nd 
performed by � 

K�iser physici�n)

Not Covered Not Covered Not Covered
�0%

(up to �0 visits/ye�r) 2

No Charge 
if Medic�re �pproved

(�0% if not Medic�re �pproved)

�0%
(m�jor medic�l benefits)

Chiropr�ctic

$10/visit 
(up to �0 visits/
c�lend�r ye�r 

unless provided 
by Medic�re)

$10 

$10/ex�m
(up to �0 visits/
c�lend�r ye�r);
No Charge 

for di�gnostic 
services; 

No Charge 
for chiropr�ctic 

�ppli�nces 
(up to $50 m�x 

is covered during 
c�lend�r ye�r)

No Charge 1
No Charge 

if Medic�re �pproved
(�0% if not Medic�re �pproved)

No Charge
(�0% when not � 

benefit of Medic�re)

No Charge

Not Covered
(�ltern�te c�re discounts of �5% or more through 

mylifep�th �ltern�tive c�re discount progr�m)

No Charge

No Charge
(up to 100 d�ys/benefit period)
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HMO Medic�re Pl�ns PPO Medic�re Pl�ns

K�iser  
Perm�nente

Blue Shield 
Access+ HMO

Blue Shield  
EPO

Blue Shield
NetV�lue HMO

CCPOA
Association Plan

PERS Select PERS Choice PERSC�re CAHP 
Association Plan

PORAC 
Association PlanBenefits PPO Non-PPO PPO Non-PPO PPO Non-PPO

Home He�lth Services
No Charge

(up to 100 visits/
c�lend�r ye�r)

No Charge 1
No Charge 

if Medic�re �pproved
(�0% if not Medic�re �pproved)

No Charge

Skilled Nursing F�cility C�re

No Charge 1 
(up to 100 d�ys/benefit period 
in � Medic�re �pproved f�cility)

No Charge 1 
(up to 100 d�ys/benefit period 
in � Medic�re �pproved f�cility)

No Charge 1

(up to 100 d�ys/benefit period 
in � Medic�re �pproved f�cility)

�0% �

( from 101 to �65 d�ys; 
pre-certific�tion required)

No Charge
(�0% �fter Medic�re benefits 

exh�usted)

No Charge
(�fter Medic�re benefits �re 

exh�usted, pl�n p�ys d�ys 101 
through �65)

Speech Ther�py
Inp�tient (hospit�l or skilled nursing f�cility) No Charge

$10 No Charge No Charge 1 No Charge 1

No Charge 1, 2

(�0% when not � benefit of 
Medic�re, up to � lifetime m�x 

pl�n p�yment of $5,000) 

No Charge 
if Medic�re �pproved

(�0% if not Medic�re �pproved; 
$5000 lifetime m�x

No Charge
(�0% when not � benefit of 

Medic�re; up to $5,000 in �n 
individu�l’s lifetime for �ll 

inp�tient �nd outp�tient combined)

Outp�tient (office �nd home visits) $10 

Physic�l Ther�py
Inp�tient (hospit�l or skilled nursing f�cility) No Charge

$10 No Charge No Charge 1 No Charge 1
No Charge 1, 2

(�0% when not � 
benefit of Medic�re)

No Charge 
if Medic�re �pproved

(�0% if not Medic�re �pproved)
No Charge

Outp�tient (office �nd home visits) $10 

Occup�tion�l Ther�py
Inp�tient (hospit�l or skilled nursing f�cility) No Charge

$10 No Charge No Charge 1 No Charge 1 No Charge 1, 2
No Charge 

if Medic�re �pproved
(�0% if not Medic�re �pproved)

No Charge
Outp�tient (office �nd home visits) $10 

Hospice

Covered by 
Medic�re

No Charge 1

No Charge 
if Medic�re �pproved

(�0% if not Medic�re �pproved; 
$7500 lifetime m�x)

No Charge

Acupuncture
$10

(when medic�lly 
necess�ry �nd 
performed by � 

K�iser physici�n)

Not Covered Not Covered Not Covered
�0%

(up to �0 visits/ye�r) 2

No Charge 
if Medic�re �pproved

(�0% if not Medic�re �pproved)

�0%
(m�jor medic�l benefits)

Chiropr�ctic

$10/visit 
(up to �0 visits/
c�lend�r ye�r 

unless provided 
by Medic�re)

$10 

$10/ex�m
(up to �0 visits/
c�lend�r ye�r);
No Charge 

for di�gnostic 
services; 

No Charge 
for chiropr�ctic 

�ppli�nces 
(up to $50 m�x 

is covered during 
c�lend�r ye�r)

No Charge 1
No Charge 

if Medic�re �pproved
(�0% if not Medic�re �pproved)

No Charge
(�0% when not � 

benefit of Medic�re)
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HMO Medic�re Pl�ns PPO Medic�re Pl�ns

K�iser  
Perm�nente

Blue Shield 
Access+ HMO

Blue Shield  
EPO

Blue Shield
NetV�lue HMO

CCPOA
Association Plan

PERS Select PERS Choice PERSC�re CAHP 
Association Plan

PORAC 
Association PlanBenefits PPO Non-PPO PPO Non-PPO PPO Non-PPO

Biofeedb�ck

$10 No Charge 1
No Charge 

if Medic�re �pproved
(�0% if not Medic�re �pproved)

50% m�jor medic�l benefits
(up to $�0/d�y inp�tient �nd 

$�0/d�y outp�tient)

Blood & Blood Products

Included 
with inp�tient 
hospit�liz�tion

No Charge 1

(�ll but first � pints/
c�lend�r ye�r)

No Charge 1

(�ll but first � pints/
c�lend�r ye�r)

No Charge 1, 2

(�0% of the first � pints 
when not � benefit of 

Medic�re �nd unrepl�ced)

No Charge
(first � units unrepl�ced; 

�0% when not � benefit of 
Medic�re)

No Charge
(first � units unrepl�ced; 

�0% when not � benefit of 
Medic�re)

Di�betes Services

Glucose monitors, test strips, l�ncets
No Charge 

if Medic�re �pproved

No Charge
(�0% when not � benefit 

of Medic�re)
Self-m�n�gement tr�ining $10 $10/visit 

He�ring Aid Services 

Audiologic�l Ex�m $10 �0% � 
10% 

if not Medic�re �pproved
($�00 m�ximum/�6 months)

�0%
(up to $50/ex�m in connection 

with he�ring �id purch�se)

He�ring Aids
$500 m�x/
member/ 

c�lend�r ye�r

10% 
if not Medic�re �pproved

($1000 m�ximum/�6 months)

�0% 
(one/e�r every �6 months 
up to $�50/he�ring �id)

Vision C�re

Vision Ex�m $10 One ex�m/c�lend�r ye�r �

($�5 m�x �llow�nce) 
Not Covered �0% for one ex�m/ye�r

Eyegl�sses

$175 �llow�nce 
every �� months; 
$150 �llow�nce 

following c�t�r�ct 
surgery

Not Covered
(except for first p�ir of 

eyegl�sses necess�ry �fter 
c�t�r�ct surgery)

�0%
($�0 combined m�x for initi�l 

fr�mes �nd lenses)

Cont�ct Lens

In lieu of 
eyegl�sses: 

$175 �llow�nce 
every �� months; 
$150 �llow�nce 

following c�t�r�ct 
surgery

$100 m�x �llow�nce � Not Covered �0%
(up to $�0/ye�r)

1 If benefits �re p�y�ble by Medic�re �nd you use � provider who �ccepts Medic�re �ssignment, covered services will be p�id in full.

� This is � benefit beyond Medic�re. Refer to your Evidence of Cover�ge (EOC) Booklet for expl�n�tion.

$1000 �llow�nce 
every �6 months for both e�rs

No Charge

$10
(limited to one visit per c�lend�r ye�r for members 

�ged 18 �nd over; no limit on members under �ge 18)

Not Covered
(except for eyegl�sses necess�ry �fter c�t�r�ct surgery)

Not Covered

No Charge
(see EOC for covered equipment/services)

$10 
(di�betic educ�tion to include 

nutrition�l counseling)

No Charge

No Charge
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HMO Medic�re Pl�ns PPO Medic�re Pl�ns

K�iser  
Perm�nente

Blue Shield 
Access+ HMO

Blue Shield  
EPO

Blue Shield
NetV�lue HMO

CCPOA
Association Plan

PERS Select PERS Choice PERSC�re CAHP 
Association Plan

PORAC 
Association PlanBenefits PPO Non-PPO PPO Non-PPO PPO Non-PPO

Biofeedb�ck

$10 No Charge 1
No Charge 

if Medic�re �pproved
(�0% if not Medic�re �pproved)

50% m�jor medic�l benefits
(up to $�0/d�y inp�tient �nd 

$�0/d�y outp�tient)

Blood & Blood Products

Included 
with inp�tient 
hospit�liz�tion

No Charge 1

(�ll but first � pints/
c�lend�r ye�r)

No Charge 1

(�ll but first � pints/
c�lend�r ye�r)

No Charge 1, 2

(�0% of the first � pints 
when not � benefit of 

Medic�re �nd unrepl�ced)

No Charge
(first � units unrepl�ced; 

�0% when not � benefit of 
Medic�re)

No Charge
(first � units unrepl�ced; 

�0% when not � benefit of 
Medic�re)

Di�betes Services

Glucose monitors, test strips, l�ncets
No Charge 

if Medic�re �pproved

No Charge
(�0% when not � benefit 

of Medic�re)
Self-m�n�gement tr�ining $10 $10/visit 

He�ring Aid Services 

Audiologic�l Ex�m $10 �0% � 
10% 

if not Medic�re �pproved
($�00 m�ximum/�6 months)

�0%
(up to $50/ex�m in connection 

with he�ring �id purch�se)

He�ring Aids
$500 m�x/
member/ 

c�lend�r ye�r

10% 
if not Medic�re �pproved

($1000 m�ximum/�6 months)

�0% 
(one/e�r every �6 months 
up to $�50/he�ring �id)

Vision C�re

Vision Ex�m $10 One ex�m/c�lend�r ye�r �

($�5 m�x �llow�nce) 
Not Covered �0% for one ex�m/ye�r

Eyegl�sses

$175 �llow�nce 
every �� months; 
$150 �llow�nce 

following c�t�r�ct 
surgery

Not Covered
(except for first p�ir of 

eyegl�sses necess�ry �fter 
c�t�r�ct surgery)

�0%
($�0 combined m�x for initi�l 

fr�mes �nd lenses)

Cont�ct Lens

In lieu of 
eyegl�sses: 

$175 �llow�nce 
every �� months; 
$150 �llow�nce 

following c�t�r�ct 
surgery

$100 m�x �llow�nce � Not Covered �0%
(up to $�0/ye�r)

1 If benefits �re p�y�ble by Medic�re �nd you use � provider who �ccepts Medic�re �ssignment, covered services will be p�id in full.

� This is � benefit beyond Medic�re. Refer to your Evidence of Cover�ge (EOC) Booklet for expl�n�tion.

�0% �

(m�x p�yment of $1,000 once every �6 months)

Two lenses/c�lend�r ye�r; 
one set of fr�mes during � ��-month period �

Maximum Allowance: 
Fr�mes: $�0

E�ch lens: Single Vision - $�0; Bifoc�l - $�5; Trifoc�l - $�5; Lenticul�r - $50

No Charge 1

(includes di�betes self m�n�gement, tr�ining, 
glucose monitors, test strips, l�ncets, etc.)



�0      He�lth Benefit Summ�ry

Chart Legend
• He�lth pl�n covers �ll or p�rt  

of county.
	 The Blue Shield EPO Pl�n serves 

Colus�, Mendocino, �nd Sierr� 

counties only. The EPO pl�n offers 

the s�me covered services �s the 

Access + HMO pl�n, but members 

must seek services from Blue 

Shield’s network of preferred  

providers. Members �re not required 

to select � person�l physici�n.

Health Plan Service Areas
To determine if the plan you are considering provides service where you live or work, 
find your county and follow the dots to see which plans are available . You should contact 
the plan before you enroll to make sure they currently cover your ZIP Code and that 
their provider network is accepting new patients in your area . You may also use our 
online service, the Health Plan Search by ZIP Code, available at www.calpers.ca.gov .
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Al�med�  • • • • • • •

Alpine • • • • •

Am�dor • • • • • •

Butte • • • • • • •

C�l�ver�s • • • • •

Colus�  • • • • •

Contr� Cost� • • • • • • • •

Del Norte • • • • •

El Dor�do • • • • • • • • •

Fresno • • • • • • • • •

Glenn • • • • • • •

Humboldt • • • • • •

Imperi�l • • • • • • •

Inyo • • • • •

Kern • • • • • • • • •

Kings • • • • • • • • •

L�ke • • • • •

L�ssen • • • • •

Los Angeles • • • • • • • • •

M�der� • • • • • • • • •

M�rin • • • • • • •

M�ripos� • • • • • • • •

Mendocino  • • • • •

Merced • • • • • • •

Modoc • • • • •

Mono • • • • •

Monterey • • • • •

N�p� • • • • • • •

Nev�d� • • • • • • • •

Or�nge • • • • • • • • •



He�lth Benefit Summ�ry     �1

Important …
You must live or work in the geographic service area of the health plan in order to 
enroll or remain enrolled in that plan . 

Kaiser Medicare  
Managed Care Plan
If you �re retired �nd eligible for 
Medic�re, �nd you �re enrolled or 
enrolling in K�iser Perm�nente’s 
C�lPERS-sponsored Medic�re 
M�n�ged C�re pl�n (c�lled Senior 
Adv�nt�ge in most �re�s), you must:
• Reside in �n �pproved ZIP code; �nd
• Complete the Senior Advantage 

Election form.

If you �re Medic�re eligible �nd 
enrolling in the K�iser Perm�nente 
outside of C�liforni�, you must enroll 
in � K�iser Medic�re pl�n in your 
st�te. You c�nnot rem�in enrolled in 
the K�iser B�sic he�lth pl�n.
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Pl�cer • • • • • • • •

Plum�s • • • • •

Riverside • • • • • • • • •

S�cr�mento • • • • • • • • •

S�n Benito • • • • •

S�n Bern�rdino • • • • • • • • •

S�n Diego • • • • • • • • •

S�n Fr�ncisco • • • • • • • •

S�n Jo�quin • • • • • • • • •

S�n Luis Obispo • • • • • • •

S�n M�teo • • • • • • • •

S�nt� B�rb�r� • • • • • • • •

S�nt� Cl�r� • • • • • • • •

S�nt� Cruz • • • • • • •

Sh�st� • • • • •

Sierr�  • • • • •

Siskiyou • • • • •

Sol�no • • • • • • •

Sonom� • • • • • • • •

St�nisl�us • • • • • • • •

Sutter • • • • • •

Teh�m� • • • • •

Trinity • • • • •

Tul�re • • • • • • • •

Tuolumne • • • • •

Ventur� • • • • • • • • •

Yolo • • • • • • • • •

Yub� • • • • • •

Out-of-St�te • • • • •
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